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lines and protocols with tested pediatric elements and components for the full range of EMS-C activities—dispatch, prehospital care, transport, ED services, hospital inpatient care, and emergency care in outpatient settings.
Medical control operates in two ways. On-line medical control implies real-time direction by designated medical personnel of prehospital care for seriously injured or ill children; services may include authorization for advanced life support procedures, triage and destination assignment, and management of patients who refuse care. Off-line medical control operates through policymaking activities, training programs, quality assurance efforts, and the like. In comparison with on-line medical control, these efforts are likely to be broader in scope and setting and to relate more to the long-term development of guidelines and protocols. Both on-line and offline medical control require active participation, leadership, and commitment from health care professionals (particularly physicians) with experience and training in caring for infants, children, and adolescents.
Categorization of institutions and regionalization of services, often associated conceptually and practically, demand stronger involvement and investment than has been true heretofore. Categorization is an effort to identify the readiness and capability of a health care facility (usually a hospital) and its staff to provide optimal emergency care. Once criteria for classifying capabilities are available, implementation mechanisms can range from entirely voluntary to government designation. Regionalization (e.g., of ground and air transport systems, intensive care units, trauma centers, or burn centers) is often a more formal effort by outside agencies to specify particular centers or institutions that can offer complex, sophisticated services in a particular geographic area. It also can involve initiatives to develop formal arrangements between those facilities and less specialized ones regarding patient referral so as to promote optimal allocation of health care resources. Such arrangements may need to span state boundaries to bring services to those states, or parts of states, that lack specialty centers of their own.
If categorization and regionalization are pursued collaboratively, they can make EMS-C, as part of larger EMS systems, both more efficient and more effective. The range of interested parties—professional groups, individual practitioners and institutional providers, public and patient advocacy groups, local and state governments—creates special complexities. To improve chances for accurately categorizing facilities and designating regional referral centers for pediatric care, the committee generally prefers "local" as contrasted with "national" decisionmaking and solutions. Nevertheless, it sees some need for guidance at the national and state level to foster appropriate identification and classification of referral centers and to overcome difficult inter- and inlrastate questions of legal and regulatory matters, transfer policies, and reimbursement. Specifically, the committee recommends that all state regulatory agencies with jurisdiction over hospitals and EMS